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t Harmony Pointe Nursing Center
in Lakewood, CO, where about
30% of residents have a chronic, serious mental illness (SMI) such as schizophrenia or bipolar disorder, the staff
receive training about mental illnesses
and how to manage behaviors. Psychiatrists and other experts contracted
by the facility’s parent company and
available through local community alliances help manage treatments and
other needs.
But equally important, say Frances
Holliday, BSN, RN, the facility’s administrator, and Jamie Francuski, BSW,
resident services coordinator, is the “inthe-moment” education that occurs with
staff to discuss particular behaviors and
unmet needs, and an overall approach at
the center that promotes open-mindedness and individualized care.
“When I was a nurse I was terrified of
behavioral health. I didn’t understand
the behaviors, the disease process —
any of that,” Ms. Holliday told Caring.
“Then when I started working with
people with dementia and realizing that
some of them had primary behavioral
or mental health diagnoses, it made me
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Frances Holliday, BSN, RN, and Jamie Francuski, BSW, plan activities at
Harmony Pointe Nursing Center in Lakewood, CO.

realize how much I need to focus on the
person and not the disease process.”
Not all individuals with SMI are
admitted at Harmony Point; those
who are not stable on medications, for
instance, or who have physically violent
behaviors or who frequently slip away

from buildings tend not to be a good fit.
But in caring for those who are admitted, being “open-minded and thinking
outside the box has helped us to be successful,” Ms. Holliday said.
See MENTAL ILLNESS • page 3

Key Guidelines for Gradual Dosage Reductions of
Psychotropic Medications
By Rick Foley, PharmD, CPh, FASCP, BCGP

G

radual dosage reductions (GDRs)
of psychotropic medications are
required by federal guidelines in skilled
nursing facilities. Equally important is
the fact that GDRs are a crucial cornerstone of good clinical and pharmaceutical care. Thorough evaluation
of each medication prescribed to residents should be made on a routine

basis, with detailed documentation
justifying the continued utilization of
any medication. This process is especially crucial when medications are
being employed outside the typical
standards of care. I am often asked,
“How does a facility implement a
successful graduation dose reduction
program?”

Who is a Candidate for GDR of
Psychotropic Medication?
Many nursing home residents routinely
take multiple medications, many of
which have unwanted side effects. In
the broadest sense, any resident taking
any medication should be considered a
See GUIDELINES • page 10
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IDT Case Scenario
from page 9
great activity to optimize movement.
Mentally stimulating activities are also
important, including games like Penny
Ante, Apples to Apples, 5 Second Rule,
trivia games, and Bingo.
Physical Therapist
Tonya Haynes, MSPT
Ms. Haynes holds a master’s degree from
Thomas Jefferson University and has 24
years of experience as a physical therapist
working with the geriatric population. She
is the director of rehabilitation at Mountain
View Care Center in Tucson, AZ.
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Physical therapy would work on Mrs. R’s
awareness of her lower body by helping
her stand with assistance in the parallel bars. Often when patients can bear
weight through both lower extremities, awareness of these limbs will be
increased.
Occupational therapy would focus on
her activities of daily living and help to
increase her body awareness and improve
her hygiene. Occupational therapy can
also contribute to a psychological assessment to identify strategies to support her
quality of life.
Speech therapy could contribute to an
assessment of her weight loss and a cognitive evaluation, given the low MOCA
score. A speech therapist can suggest

KEY POINTS
• Consider medication changes, particularly with regard to the antipsychotic
use and diabetes management.
• Use principles of nonviolent communication to better understand everyone’s needs and associated feelings.
• Educate staff and family to provide consistent behavioral interventions, particularly regarding the management of delusions.
• Assess her cognitive status to determine the extent of her decision-making
capacity for medical issues and lifestyle choices.
• Implement interventions to optimize her dignity around personal hygiene.
• Encourage participation in physical, occupational, and speech therapy.
• Communicate consistently so the staff can efficiently use their time to partner with Mrs. R to uphold her care plan.
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treatment to assist with orienting Mrs.
R to areas of concern and help staff and
the family with strategies to assist with
her care.
Nutritionist
Rebecca Myrowitz, MHS, RDN, LDN,
CSOWM, CPH
Ms. Myrowitz is a clinical dietitian nutritionist who serves in a leadership role in the
CCRC Roland Park Place.
For Mrs. R, a big concern is her weight
loss. In older adults, unintentional
weight loss is associated with increased
morbidity and mortality. Mrs. R is likely
malnourished, given her weight loss as
well as her low body mass index. Because
she tends to prefer sweeter items, she
would likely accept a carbohydratecontrolled oral nutritional supplement,
which will help to provide needed calories to prevent further weight decline.
Since Mrs. R was not receptive to
discussions with the dietician, it may
be helpful for the dietician to focus on
what Mrs. R can add into her diet as
opposed to restricting her choices. They
can discuss calorie-dense foods to help
stabilize her weight, keeping in mind
Mrs. R’s preferences. There may also be
alternative low-sugar desserts or smaller
portion regular desserts that Mrs. R is
open to trying. The dietitian should
keep in close communication with the
team about Mrs. R’s meal patterns; the

Guidelines
from page 1
candidate for reduction or discontinuation. This optimization process begins
with a risk-benefit analysis that explores
the question, “How do these risks compare to the potential and perceived benefits of continuing the medication?”
Both perceived and potential benefits
should be considered, as it is a common
practice to underestimate a medication’s
risk and overestimate its benefit. We
frequently see how the perception of
low risk is reinforced over time and dismissed in phrases such as, “Oh, Mom
has taken that Valium for years.” The
fallacy of this point of view is that medications never have adverse or unintended
effects — until they do.
In the case of benzodiazepines, it
might be a fall that results in a fracture.
For antipsychotics, there is the risk of
falls, tardive dyskinesia, or stroke. Even
antidepressants have risks of arrhythmias, hyponatremia, and anticholinergic side effects. The key is to find the
balance of efficacy and adverse events,
commonly known as the lowest effective
dose. This is the intended end goal of the
GDR guidelines.
Clinical Considerations
It is important to remember that the
body does not care what we prescribe
a medication for, what the Food and
Drug Administration says about a medication, or whether you intend to use the

clinicians may choose to have a different
diabetes medication regimen, given that
Mrs. R eats concentrated sweets and does
not take her insulin.
In the discussion with the family, getting clarity on the goals of care for Mrs.
R will be helpful in understanding the
next steps. For instance, perhaps the
family prefers the care be more palliative,
in which case the staff would provide
foods that give comfort as opposed to
attempting stricter control.
Summary
Mrs. R’s scenario presents the team with a
number of complex issues and is reflective
of the amount of time and energy needed
to ensure exemplary team communication and coordination. The IDT needs
consistency with the approaches to optimize Mrs. R’s care and to manage their
time. The team agrees about clarifying
Mrs. R’s capacity while optimally managing medical diagnoses and symptoms
to increase her comfort. A major focus
of care would be deprescribing or represcribing more appropriate treatments,
behavioral interventions, and dietary
interventions that enhance her quality of

life and optimize her health.
Dr. Resnick and Ms. Hector are
members of the Editorial Advisory
Board for Caring for the Ages.

medication for sleep, depression, appetite, or all three. The body will respond
to a medication without regard for any
of these wishes.
Over the years I have established a few
basic tenets of appropriate psychotropic
medication prescribing, but these could
easily apply to any medication.
• Find the low-hanging fruit: look
for low doses. An order such as
“Quetiapine 25 mg QHS” (every
night at bedtime) is a red flag that
this medication is being used for
sleep. Due to its histamine and alpha blocking activity (think Benadryl + Terazosin), sedation will be
produced, but so will a high risk
of falls via orthostasis and a decent
potential for constipation. This is
a common new admission order,
and the best practice would be to
perform a one- to two-week taper
down to discontinuation.
• Be patient. Many psychotropic
medications can take two to four
weeks to have an impact, with the
full effects kicking in up to two
months later. Resist the temptation to consider any changes within
those time frames as markers of
absolute success or failure. For example, if we try a dose reduction on
Monday and the resident has an episode on Tuesday, it’s not the medication’s fault. On the other hand,
be careful to declare a medication a
success if the symptoms disappear
Continued to next page
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LTC PHARMACY
By Merton Lee, PharmD

Being Down Versus Falling Down: Managing CNS Medication Burden

F

or adults older than 65, falls are a
leading cause of injury — and they
occur often. Approximately one-third of
all older adults fall in a year. As prevalent
and debilitating as falls are, the risk for
falls may be up to two to eight times
higher for those with dementia (Pharmacotherapy 2019;39:530–543).
Medications that affect the brain or
“psychoactive medications” have been
shown to increase the risk of falls,
especially when multiple medications
that affect the central nervous system (CNS) are prescribed and when
higher doses are used (J Clin Pharmacol
2012;52:947–955). However, although
evidence exists that medications such as
antidepressants, benzodiazepines, and
antipsychotics may contribute to falls
— and many of these medications are
listed in the tools that identify potentially inappropriate medications, such as
the Beers Criteria — at the individual
patient level, some people do require

Guidelines
from page 10
on the third day of treatment. This
is more likely related to side effects
of the medication — namely, sedation — which they will grow accustomed to over time. Side effects are
first, then efficacy.
• Be realistic. There are no medications that are approved for the
treatment of agitation in dementia.
Clearly spell out the goals of treatment, and ask, “Is this medication
backed by realistic, evidence-based
science that supports its use in this
resident?” It is more likely that, as
above, a side effect of the medication is being used to address a
symptom.
• Be aware of prescribing cascades.
The ever-increasing quantity of
medications prescribed to our seniors heightens the likelihood of
medication-induced disease. This
is a situation where a medication is
prescribed that has unintended effects, which are determined to be
symptoms of a previously untreated or undertreated disease. A new
medication is then added, which
carries its own side effects and interactions, and the cycle continues.
• Don’t be afraid of not prescribing. Sometimes there are no pharmaceutical answers to complex clinical questions. Be an advocate for

high-risk, CNS-active medications to
achieve quality of life or health-related
goals.
Which Psychoactive Medications
Are Safest?
Because studies assessing falls risk with
medications that affect the CNS provide inconclusive evidence about which
medications are safest, clinicians may
rely on judgment and select less sedating medications at low doses to treat
older adults with a history of falling.
Although this type of rationale is sensible, given the limitations in the medical
evidence, the largest recent systematic
review and meta-analysis on falls risk,
conducted in 2018 by Lotta Seppala,
MSc, and colleagues of the eEUGMS
Task Force and the Finish Group on
Fall-Risk-Increasing Drugs, may help
to assess the relative safety of common
psychoactive medications (J Am Med
Dir Assoc 2018;19:371.e11–371.e17).

the judicious use of psychotropic
medications. Medications should
be the last step in any process that is
designed to treat behaviors causing
distress to the resident or others. Although survey regulations may use
the term “nondrug interventions,”
its use should be avoided. Instead,
focus on naming the actual interventions (e.g., “behavior management plan to reduce hoarding”) and
make sure that the interventions are
tailored to the particular resident.
All residents are unique, so the solutions to what is ailing them should
be as well.
• Have a purpose. Ask the question,
“For what specific reason am I prescribing this medication?” Be exact
in your rationale, what the treatment goals are, and what clinical
outcomes will represent treatment
success or failure. For example, “I
am prescribing this medication for
severe aggression that is causing significant distress to the resident and
her fellow residents. I will reevaluate this dose in two to four weeks
for evidence of improvement. I will
measure improvement by the frequency of physical and verbal aggression to others as reported by the
clinical team.”
• Think of the federal GDR psychotropic regulations as minimal
standards. Federal regulations require that a GDR of a psychotropic medication is attempted twice

In their analysis of 248 studies, the
researchers noted that the use of selective
serotonin reuptake inhibitors (SSRIs) is
associated with the highest increase in
falls risk — about a twofold increase
in risk. This is close to the risk with
long-acting benzodiazepines at 1.8 times
higher. Other antidepressants, such as
tricyclic antidepressants and antipsychotics, had between a 1.4 and 1.5 times
increase in risk. Short-acting benzodiazepines had a 1.27 times increase in
falls risk.
Ms. Seppala and colleagues noted that
SSRIs are thought to be less sedating
than tricyclics and may be considered
safer, but they emphasize that the elevated risk of SSRIs and falls is consistent
across several studies. This effect may
be due to prescription bias: prescribers
may turn to SSRIs when an already frail
patient with a high risk of falls needs an
antidepressant.

The researchers used pools data from
individual studies to show a consistent
increase in falls risk associated with
CNS-active medications. However, this
meta-analysis approach leaves gaps when
it comes to clinical practice. How many
CNS medications and what doses ultimately pose the highest risks for falls?

in the first year of admission or
initiation of the medication, then
annually thereafter. But the timing of GDR attempts should not
be limited by these strict rules. Instead, they should be individualized
to the specific needs of each resident. In other words, if you think
that a particular medication can be
lowered, don’t wait until the next
required GDR.
• Be cautious with chronically
mentally ill residents. An underlying precept of the GDR process
is the reduction or elimination of
“unnecessary medications,” especially for dementia patients. For
residents with chronic psychotic
disorders such as schizophrenia,
psychotropic medications are essential. Although we should always
evaluate for ways to use the lowest
possible effective dose of any medication, for many of these patients a
GDR may in fact not be indicated
and could be unsafe and destabilizing. When you elect to not reduce
dosage for such patients, you must
carefully document the reasons why
a GDR is contraindicated. A caveat
to this would be the 65 years or older resident who is newly diagnosed
with schizophrenia, bipolar disease,
or other chronic mental illness. Validate their authenticity, not just for
the sake of justifying a dose reduction, but for removing a potentially
inappropriate diagnosis.

• Don’t go it alone. Last but certainly not least, recognizing that
the entire clinical team is involved
in medication optimization is key
to developing a successful program.
The pharmacist is often tasked
with monitoring the progress and
timing, identification, planning,
and implementation of GDR, but
attempts should involve all disciplines. For instance, when dealing specifically with psychotropic
medications, treatment outcomes
are subjectively measured by the
certified nursing assistants in their
daily care of the resident. Openended questions such as “How is
Mrs. Jones doing since admission
(or since our last discussion)?” or
simply “Tell me about Mrs. Jones”
provide a starting point for medication evaluation.
When we work together, our team
will often discover subtle changes that
may not be explicitly described in the
clinical record but may lead to valuable
clinical insights. Unpeeling the layers
of symptoms and treatments allows the
team to make more informed decisions
that ultimately lead to better outcomes

for our residents.

Evidence-Supported Approach
to CNS Medications
To address the clinical questions,
another research group, headed by
Joseph Hanlon, PharmD, and colleagues at the University of Pittsburgh,
studied serious falls and medication
use along with dose data for specific
drugs in a post-acute and long-term
care setting. Dr. Hanlon’s group used
Medicare claims data to identify which
medications at which doses were associated with severe falls as identified by
Continued to next page

Dr. Foley has been a consultant pharmacist for Omnicare Central Florida
since 1999. He is on the board of directors for FMDA. The opinions expressed
herein are entirely his own.

